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@ YEARS AGO, DURING A TALK on tuber- 
culosis, a prominent leader in the field 
projected a lantern slide of a Charles- 
ton burial-ground — this to shock his 
audience into a fuller realization of 
the ravages that TB produces. Time 
has passed, the situation has im- 
proved, and death rates have fallen, 
yet emphasis has shifted but slowly to 
the problems of the living tubercu- 
lous. In 1950, Herbert R. Edwards, 
M.D., and Godias J. Drolet! asked, “Is 
it not time that we raise our sights 
from the cemeteries . . . to the living 
tuberculous . . . for whom we can still 
do something?” 

Almost coincident with the pro- 
pounding of this question came the 
“wonder drugs,” along with a con- 
comitant and continued drop in TB 
deaths. Press reports played up this 


‘spectacular fall in deaths while paying 


only scant attention to other items in 
the picture, especially the continuing 
flow of new cases from the seed-bed 
of infection already planted and the 
addition of ex-patients to the preva- 
lence lists. Hard upon these news re- 
ports, the press featured photos of 
patients fresh out of bed and dancing 
in the wards, overjoyed at the pros- 
pects of cure held out by these drugs. 

The public believed that the con- 
quest of the disease was at hand and 
occupied itself with other matters. 
Apathy and relative disinterest grew, 
outweighing voluntary and official ef- 
forts to point out the smouldering, 
lurking nature of the disease and the 


'Dr. Edwards was executive director of the New 
York Tuberculosis and Health Association in 1950; 
Mr. Drolet, who is president of the Queensboro 
Tuberculosis and Health Association, is still with 
the New York association as a consultant. 


To Crack the Shell of Indifference 


continuing appearance of new cases. 

Then came the Arden House Con- 
ference with its thoroughly construc- 
tive recommendations. But, in com- 
ments on this report, it may be that 
the prospects were played up rather 
than the problems. All too often the 
public has seen the words “elimina- 
tion of tuberculosis” and, without 
further perusal, has settled back into 
comfortable lack of concern. It is 
known that in one area, government 
officials have been ready to withhold 
further support for TB work on the 
basis of conclusions from such hastily 
and carelessly acquired impressions. 
The burden is upon all of us to tell 
the story clearly and often and to 
elicit the cooperative help of the mass 
media people. One way to get the 
story over to the public may be to 
stress the deficiencies pointed out in 
the Arden House Conference rather 
than to stress the progress toward 
“elimination” or to intimate how good 
a job we are doing. 

It is incumbent upon all of us in 
this movement to stir the public. We 
must give the facts in such style and 
format and in such repetition and 
brevity as to crack this shell of in- 
difference. Until we can gain recep- 
tivity, we cannot command attention. 
The call is for ingenuity and creativ- 
ity, and this includes the ability to 
compete for attention in this busy—if 
giddy—world. Someone has put it this 
way: “We must not allow hardening 
of the categories.” This is a real chal- 
lenge. Will we accept it? 


Stuart Wiiuis, M.D., President 
National Tuberculosis Association 
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CHARLES FINLEY 


From 1B Victim to 
Successful Businessman and 


Owner of the Kansas City Athletics 


NATIONAL CHAIRMAN Charles O. Finley is a man who plays 
any game strenuously. Today a successful businessman and 
owner of the Kansas City Athletics baseball club, he started 
working in a Gary, Ind., steel mill to finance two years in 
college. Later, he hurled himself into work at an ordnance 
plant and into selling life insurance. 

But the pace he set for himself was too tough. Finley devel- 
oped pneumonic tuberculosis, an acute form of the disease 
which spreads so rapidly that it was once called “galloping 
consumption.” He spent two years in a tuberculosis hospital. 
His wife went to work to support the family. 

It was while he was in the hospital that he worked out in his 
mind an insurance plan for physicians that became the basis 
for his present business. Moreover, while lying in bed, he prom- 
ised himself that he would help others to avoid the mistake 
of neglecting their health, and that he would do what he could 
to fight tuberculosis. 

That is why, today, the owner of the Kansas City Athletics 
and the president of Charles O. Finley & Co. is urging all 
Americans to join in the nationwide campaign to eradicate 
tuberculosis and to adopt his plan of “Christmas Seals for 
Health Insurance.” 


Finley has been a baseball enthusiast al! his 
life. The young rookie on the hometown team 
of yesteryear today rarely misses a KC game. 


Having won his battle with TB, Finley today heads on insurance company 
and is one of few men in the country who hold sole ownership of a 
major league baseball club. 


Former President Harry S. Truman watches an Athletics game with 
Finley from the owner’s box. Truman maintains an office in Kansas City. 


Finley grew up in a hard school. He worked on a farm as a boy and 
in a steel mill while in his teens. In this photo taken at the Gary, Ind., 
steel mill, Finley is the lanky fellow next to left. 
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Board member ... baseball buff... 
amateur farmer... family man 


Finley is a former board member of the Indiana and the Lake County TB Asso- Finley and two fellow brainstormers of the diamond mastermind 
ciations. In this photo taken a few years ago, he discusses the Seal Cam- the game. Telephone connects with the dugout. 
paign with Lake County officers Paul West, W. P. Christenson and Steve Gersak. 


Pride of the Finley 430-acre farm in La Porte, Ind., is a herd of Where are the gloves that Rocky Marciano wore when he knocked out Joe Louis? 
fine cattle, a crossbreed of Brahmin and Angus. In the Finley home. Chuck shows the treasured possession to the family. 
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STATE 
CHAIRMEN 
from the 
SPORTS 
WORLD 


Ray Eliot 
FOOTBALL 
ILLINOIS 


P ILLINOIS State Honorary Christmas Seal itti 
Chairman Ray Eliot embodies the spirit of the C . | G ‘ iff ' th 
Illinois athletic teams. Now assistant director of B AS 7 - AL L 


athletics, he was head football coach from 1942 
to 1959. Eliot produced victories in two Rose 
Bowl games and won or shared three Big Ten 
titles. His dedicated assignment in life is as “a 
builder of fine men.” 


> MINNESOTA’S chairman, Cal Griffith, 
opened the Upper Midwest to big league base- 
ball by transferring his Washington Senators 
to the Twin Cities of Minnesota. Since inheriting 
the presidency of the team from his uncle, Hall 
of Famer Clark Griffith, Cal has shortened home 
run distances, engineered a series of shrewd 
trades, and ushered in a new era for the team. 


MINNESOTA 


> UTAH’s Campaign chairman, Gene Fullmer, G ene F u | | mer 


holds the world middleweight boxing title. His 


triumph in 1959 over Carmen Basilio marked BOX | N G 
the second time the powerful Fullmer won the 
160-pound title; he defeated Sugar Ray Robin- U TAH 


son in Madison Square Garden for the title in 
1957. They say he is one man that fame hasn‘t 
changed. He raises mink as a hobby and does 
all the work with the help of his mother, dad, 
and a boy. 


> SOUTH DAKOTA is putting Rube Hoy out in 
front as Seal Chairman. Rube coached Univer- 
sity of South Dakota basketball squads from 


1927 through 1949 and from 1953-54. He be- 
= a favorite figure in South Dakota athletic R u b e H oy 
circles; his antics on the bench made him known 
wherever the Coyotes played. His recent book, BASKETBALL 


According to Hoy, tells his philosophy of 


athletics. SOUTH DAKOTA 
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FORMAL DIAGNOSIS 


within 90 days 


100% REPORTING 
within 30 days 


MAINE TB CONFERENCE 


Edmund P. Wells 


™@ FOLLOWING Six MONTHS OF COMMITTEE WoRK, Maine 
has developed a set of recommendations with a strong 
bite to them. The recommendations were developed by 
the Maine Tuberculosis Conference, a group of repre- 
sentatives from three sponsoring agencies: the Maine 
Tuberculosis and Health Association, the Maine Depart- 
ment of Health and Welfare, and the Maine Medical 
Association. Work began in April 1960 and was com- 
pleted in October. 

The major recommendation of the Maine Tuberculosis 
Conference was similar to that of the Arden House Con- 
ference. The conferees stated, “Treatment through drug 
therapy is the tool of control . . . improved and sound 
case-finding, with continuing good patient management 
and supervision, is basic to this.” 

Maine set as its primary goal the eventual elimination 
of tuberculosis within the state. It also established two 
intermediate goals and eight performance standards in 
addition to making a number of specific recommenda- 
tions. 
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Conflicting interests resolved 


The Maine Conference has tried to do more than pub- 
lish a document. Through this effort, Maine has taken 
strides toward resolving conflicting interests, clearing up 
overlapping responsibilities, and revising outmoded pro- 
grams. 


The situation before the Maine Conference was organ- 
ized was this: Admittedly, a great deal of progress had 
been made in controlling the disease. But unfortunately, 
the workers and agencies involved in tuberculosis control 
had differing viewpoints as to emphasis and techniques. 
Each agency had its own concepts and its own experts. 
Programs varied from locality to locality, and activities of 
agencies serving within the same jurisdiction frequently 
were uncoordinated. There was a lack of joint planning 
and follow-through. 


The Arden House Conference report provided a much- 
needed tool. The report gave encouragement to those 
responsible for the control program in Maine, and an 
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focused on this state and its needs. It provided a chal- 


lenge to study Maine’s particular problems, to evaluate 
activities, to eliminate unproductive work—and it gave 
status to the attempt. It also provided valuable informa- 
tion and some guide lines. 

It was clear that in order to set reasonable goals and 
standards and to begin to achieve them, all concerned 
with TB control—agencies, physicians, and legislators— 
would have to work as a team. This would require get- 


ting together to develop a plan, to establish a set of goals: 


and standards, and to set forth plans of action which all 
could agree upon, which all would accept, and for which 
all would work. 


Conference is organized 

The Maine Tuberculosis and Health Association’s 
board of directors took the initiative and passed a resolu- 
tion calling for a Maine Tuberculosis Conference “to 
define the TB problem as it existed in Maine, evaluate 
current activities, search out unmet needs, recommend 
indicated programs and criteria of performance, eliminate 
unproductive work and establish legislative recommenda- 
tions.” 

The matter was next taken up with the Commissioner 
of the Department of Health and Welfare, who agreed 
to cosponsor the conference. The Maine Medical Asso- 
ciation was then asked to take part as the third sponsor- 
ing agency. Its support and help—especially with the 
legislature and physicians in general practice—was 
needed if the final recommendations were to gain 
acceptance. The medical society agreed and the plan- 
ning got under way. 

A steering committee made up of representatives of 
the three agencies planned and arranged the confer- 
ence, provided data, and operated as a liaison and coor- 
dinating team. 


Committees were set up in five subject areas: medical 
treatment, case-finding, patient services, welfare, and 
administrative practices and methods. A member of the 
steering committee served each of these sub-committees 
as secretary and coordinator. After six months of work, 
each subcommittee presented its report at the final meet- 
ing. The approved material was incorporated into the 
final report of the conference, which was published by 
the Maine Tuberculosis Association. 


Goals and standards 


The conferees set the Maine goals and standards higher 
than those for the nation, because this state is somewhat 
further ahead statistically in TB control than the national 
average. For instance, in the U.S., the new active case rate 
for the white population decreased 28.5 per cent between 
1952 and 1957, while in Maine the decrease was 41.9 per 
cent. Moreover, the new active case rate in Maine 
dropped 50 per cent between 1955 and 1960, and the 
death rate dropped 55 per cent, while, in the U.S., latest 
available figures show that between 1955 and 1959, the 


new active case rate dropped 31 per cent, the estimated 
death rate 26 per cent. 

The conferees pointed out that the concerted effort of 
all interested in eliminating tuberculosis would be neces- 
sary in order to capitalize on this success and prevent 
reversal of these trends. Following are the goals and 
standards established by the conference: 


* Maine’s goal for a new active case rate was set for 
not more than 5 per 100,000 by 1970—as contrasted with 
the national goal of 10 per 100,000. 

* Maine called for obtaining a satisfactory report on 
at least 80 per cent of suspects referred to the health 
department within 6 months after the end of the initial 
screening operations—as contrasted with the national 
standard of 75 per cent. 


® Maine shortened the lapse between the time the 
tuberculin survey is done and the time tuberculin reac- 
tors should receive a chest X-ray. The Maine standard 
requires an X-ray within a month; the national standard 
is two months. 
* Maine added a new standard which applies espe- 
cially to physicians. This standard calls for formal 
diagnosis of 90 per cent of the newly-found cases within 
90 days of the time they are first brought to the physi- 
cian’s attention “with signs, symptoms or other informa- 
tion which could reasonably be expected to bring to 
the physician’s mind the possibility of diagnosis.” 
¢ Another Maine standard called for 100 per cent 
reporting of newly found and diagnosed cases within 
30 days of diagnosis. ; 

The other performance standards set by the Maine 
Tuberculosis Conference are the same as the national 
ones. 


Supplementary recommendations 


The goals and standards were considered by the con- 
ferees as the major recommendation of the conference. 
But the supplementary recommendations dealing with 
revision of programs, new activities and legislative sug- 
gestions also attracted great interest. 

Each of the subcommittees came up with recommenda- 
tions in their special fields. In general, these recommenda- 
tions are designed to fill unmet needs and tie up loose 
ends of programming. The following examples are illus- 
trative of the twenty-eight recommendations. 

The Conference recommends that: 


The Department of Health and Welfare study the 
public health nursing situation from the standpoint of 


Edmund P. Wells has been executive director 
of the Maine Association since 1949. He entered 
the field in 1934 when he joined the Maryland 
association as a health educator, and he later 
became executive secretary of the West Vir- 
ginia association. He served as first president 
of the New England Tuberculosis Conference 
in 1952 and is a past president of NCTW 
(1954). Currently, he is a member of the NCTW 
Program and Materials Committee. 
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numbers of nurses employed, their distribution 
throughout the state and in relation to indicated TB 
programming and their other duties, and if the need 
for more ic health nurses is evident that plans 
be formulated to employ them. 

As drinking is a problem in patient management and 
treatment, and is a factor in discharges against medi- 
cal advice, the Department of Health and Welfare 
should maintain a corrective program at tuberculosis 
hospitals. The voluntary tuberculosis and health 
associations in the territories they serve should work 
to help establish suitable programs of alcoholic edu- 
cation and rehabilitation. 

Sanatorium discharges should be coordinated with 
the referring physician and health jurisdiction at least 
two weeks prior to the discharge of any patient. (It is 
— that there will be exceptions to this recom- 

tion, but it is felt that the referring physician 
and the health jurisdiction should have full knowl- 
edge of a patient's physical condition prior to his 
return to the community. ) 

The Department of Health and Welfare study the 
problem of complete withdrawal of financial assist- 
ance to tuberculous public assistance clients upon 
admission to state hospitals, to find a method whereby 
some allowance might be made to such individuals for 
the purchase of personal and necessary incidentals. 

Surveys by X-ray, skin testing or both in areas of 
suspected high yield should be continued where an 
abnormal incidence is suspected, adequate follow-up 
of suspicious cases is available, and expectation of 
completing the survey is of high degree. General 


hospital admission surveys with 70 mm. photofluoro- 
grams should be abandoned. 

The Maine Tuberculosis and Health Association and 
its affiliates should carry out a stepped-up educational 
campaign to keep the general public apprised of the 
continued importance of tuberculosis control and the 
public’s role in control. 


For the future 


The conference group, as well as the sponsoring agen- 
cies, recognized that setting forth a plan was one thing 
and obtaining action was another. They therefore recom- 
mended that a continuing committee made up of repre- 
sentatives of the three sponsoring agencies be established 


-to encourage action; to make a constant review of 


methods and results; and to assess progress on the recom- 
mendations including the standards, on a two-year basis. 
It is hoped that this committee will meet regularly and 
that among the agencies, the committee will exert leader- 
ship in the action and programs necessary to carry out 
both the spirit and the recommendations of the confer- 
ence, 


In Maine we have been faced with conflicting interests, 
overlapping responsibility, and outmoded programs. We 
have found that a state “Arden House Conference” can 
be a most useful tool in helping to eliminate these things 
where they exist. Of course, everything does not drop 
into place at once or easily. However, our experience 
shows that once the pattern of working and cooperating 
together becomes established, agency problems become 
better understood, and the common goal—eradication of 
tuberculosis—becomes the paramount concern of all. « 


Recreation Center for Ex-TB Patients 


Ex-TB patients returning from TB hospitals to 
crowded rooming houses can now go to read, 
play cards and visit with friends at the Portland, 
Ore., recreation center. Open to single, male 
patients, the center is the result of a year’s work 


on the part of the Rehabilitation Committee of the 
Oregon Tuberculosis and Health Association and 


the cooperation of the Portland Bureau of Parks 
and Public Recreation. OTHA provided both the 
furniture and a financial grant to the City of Port- 
land for a year’s rent; the Park Bureau provided 
the director. The center is used to capacity. 
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DRAMATIC EVIDENCE: Cleanup of Pittsburgh’s air is shown above. Following smoke control efforts within city limits in 1947, a citizens’ advisory 
committee drew up a new ordinance for both the city and surrounding Allegheny County. Ordinance is administered by the county health department. 


The Public and Air Pollution Control 


Irving Michelson 


@ ALTHOUGH IT IS GENERALLY AGREED that, in most cities, 
better air pollution control is badly needed, the public, 
for the most part, is indifferent to the problem. The most 
important reason for this indifference is that the people 
grow accustomed to a deteriorating environment when 
the deterioration occurs slowly. Most adapt themselves 
without even noticing it. They may sweep or dust more 
often and they may change their shirts and dresses more 
often without realizing the cause. Or they may relax 
their standards and put up with the dirty home and the 
grimy shirt without any consciousness of having done so. 
They may attribute an increased incidence of respiratory 
ailments to their own personal condition rather than to 
the air they breathe. Because this is so, it is difficult to 
awaken the public to the need for air pollution control 
before a disaster occurs. 

Sometimes even a dramatic incident will not arouse 
public opinion because most people don’t want to be- 
come known as cranks. When a highly offensive condition 
suddenly assails hundreds or thousands of people, only 
one or two will take the elementary step of getting some 
local official on the phone. An air pollution control official 
in a mid-western city recently wrote, “It has been our 
experience that people complain about air pollution only 
when it becomes a severe problem to them. When an 
inspector appears to investigate an individual complaint, 
other people often approach and voice their complaints. 
The general excuse given for not having phoned is that 
they did not wish to appear as cranks, or that they felt 
the situation would clear itself up, given time.” 

There are signs that public awareness of the dangers 
of unchecked air pollution is growing. Years ago, few 
articles on air pollution appeared in the newspapers and 
Magazines except when really major disasters, involving 
illness or death of thousands of people, occurred. But 
during the past few years, and especially following the 
National Conference on Air Pollution held by the U. S. 


Public Health Service in 1958, the number of reports in 
newspapers and national magazines has greatly increased. 
This shows that the news media feel that the public is 
interested in air pollution and, in turn, the reports have 
undoubtedly stimulated further interest. 

However, public interest in controlling air pollution is 
highly variable. In most areas, people complain about air 
pollution far less than is warranted by existing condi- 
tions. In other areas, people complain a great deal, but 
not more than conditions warrant. 

What are the factors which create this difference in 
attitudes? If there is ample cause for complaint, but few 
or no complaints are made, there may be several reasons 
in addition to those mentioned earlier: 

° There may be no local agency to deal with air 
pollution. 

¢ There may be such an agency but the public does 
not know of it. 

¢ The agency may be known to the public, but its 
ineffectiveness makes the public feel that com- 
plaining will do no good. 

* The public believes that the air pollution control 
agency is doing a good job and will take care of 
the situation. 

The first situation, lack of a specific local agency to 
deal with air pollution, is common but it is easy to deal 
with. People eventually turn to their police department 


Irving Michelson is director of public service 
projects for Consumers Union. During his fifteen 
years with that organization, his responsibilities 
have included service as head of the Chemistry 
Division, head of Special Projects Division, and 
assistant technical director. Prior to that time, 
me he was associated with the U. S. Customs Lab- 
ts / oratories. He is a member of the Air Pollution 


Control Association. 
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This air filter shows the effect of 24 hours’ ex- 
posure to air pollutants. Sampling is one of 15 
taken by N. Y. State Air Pollution Control! Board. 


or the health department, which can usually act against 
an air polluter under a public nuisance statute of one 
kind or another. 

The second situation, lack of public knowledge of the 
existence of the local agency, is also common but more 
serious. This situation may stem from the agency’s neglect 
to publicize its efforts. Such modesty can be the ruination 
of a well-intentioned air pollution control program. With- 
out an aware and cooperative public, the agency may 
not be able to get legislative authority or necessary funds 
for enforcement activities, or the public may neglect to 
notify the agency of violations. 

Lack of public awareness may also stem from the 
burial of the air pollution control agency within a large, 
multi-functioned city department whose other activities 
may overshadow air pollution control. When this is the 
case, the public has difficulty locating the channel 
through which a complaint must be made. A few exam- 
ples may help to make this point clear: The air pollution 
control agency in a large Virginia city is in the Depart- 
ment of Public Safety; it is in the Department of Buildings 
in a Minnesota city; it will be found in the Department 
of Public Works in a South Carolina city; in one city in 
Rhode Island, air pollution control is in the hands of the 
Department of Building Inspection; in a New York State 
city it is in the Department of Engineering. 

The chief of the air pollution control agency in a De- 
partment of Public Safety wrote that “the biggest prob- 
lem is funneling the complaints to this agency [Public 
Safety] rather than to the departments of health, or the 
general complaint desk in the Police Bureau.” 

Some cities make it really tough for the public. A re- 
cent letter states, “In this area the responsibility for 
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A series of orientation courses were conducted by the N. Y. State Air 
Pollution Board to acquaint local people with the problem and overall ob- 
jectives of the board. Here local officials survey a source of dirty air. 


the control of air pollution is divided between the County 
Department of Smoke Regulation and the City Health 
Department. The County agency investigates all com- 
plaints of air pollution resulting from combustion proc- 
esses, while the City Health Department investigates 
those concerning the emission of fumes, odors, gases, lint 
and mist which are emitted from processes other than 
combustion, such as sand blasting, ventilation of solvent 
tanks, paint spray emissions, etc.” Apparently one must be 
able to identify the pollutant and its source before one 
can decide to whom to complain, even assuming that one 
knows of the divided responsibility, and which agency 
handles which pollutant. 

In brief, it is essential for an air pollution control agency 
to make itself known to the public and to make it easy 
for a complainant to call the agency directly. Each 
agency has a duty to review and improve the channels 
of communication between itself and the public. 

The third possible reason for the lack of a proper vol- 
ume of complaints is a lack of public confidence that 
suitable action will be taken. This may happen when- 
ever an air pollution control agency starts to rest on its 
laurels. Such a situation was described to me by an air 
pollution control officer in San Francisco. He said, “I was 
once in the office of a well-publicized, but by then rela- 
tively inactive, air pollution control agency in the East. 
During a two-hour visit the phones didn’t ring once. To 
me, this meant that the agency was not making pollution 
sources clean up, because no calls were coming in from 
violators who were being pressed for corrective action 
and who needed information and advice on what to do 
and how soon they had to do it. It also meant that the 
public felt that phoning in complaints was hopeless 
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because of the poor follow-up.” 
Of course, any agency may claim that its small number 
of complaints is due to public confidence that the agency 
is doing its job well and will take care of the situation 
without any phone calls from the public. (This was the 
fourth of the reasons listed above.) Only an intimate 
knowledge of the local situation in any city will make it 
ible to distinguish between the two causes. 
On the other side of the picture are the cities whose 


agencies receive full cooperation from the public—com- 


plaints, complaints, and more complaints. An air pollution 
control officer from one such city says, “Although pollu- 
tion sources have decreased due to better zoning, exten- 
sive use of natural gas, retirement of the railroad steam 
engine, and the installation of efficient control equipment, 
people complain more than ever. The pronounced in- 
crease in number of complaints about polluted air in 
this city seems to be the result of reduced tolerance levels 
by the general public.” 

The reasoning of this control officer may be partly cor- 
rect, but I have heard another, and more likely, reason. 
This one was advanced by the superintendent of the 
Bureau of Air Pollution Control of a city which has been 
winning Cleanest City awards for several years running. 
He states, “It has been our experience that the cleaner you 
get a city, the more complaints you receive. The people 
in this city know that they do not have to put up with 
smoke, dust, or odors, and they complain about the least 
things.” 

That last sentence describes a very healthy situation. 
It implies that the air pollution control agency is active 
and effective, and follows up on complaints made by the 
public. In turn, the public knows the agency, has confi- 
dence in it, and cooperates by reporting violations 
promptly. 

How does such a situation develop? There is no magic 
formula which will fit all cases. But we can put our finger 
on several essential ingredients. 

> A public attitude must be molded, and the public’s 
standards must be elevated, if necessary. People must 
be made aware of the presence of pollutants and of the 
possible costs in terms of both economics and health. The 
public may need to be reminded again and again that 
they do not have to put up with smoke, dust, or odors. 
They must be convinced that they should support legisla- 
tion and appropriations for air pollution control, and 
that the expenditures will be more than compensated 
for by economic and health gains. 


Cinders, soot and ash from apartment house incinerator chimneys are important offenders. 


* 


Jamming of the freeways by automobiles is a primary cause of air pollu- 
tion. Los Angeles problem is typical of many areas in the country. 


> City officials must be prepared to do an effective 
control job. An effective control program will increase 
public support; success feeds on success. 

> Both the public and industry should be involved in 
the planning of legislation and of a control program. This 
important subject was ably presented by Donald C. Wag- 
ner, managing director of the city of Philadelphia, in a 
report presented to the 1958 National Conference on Air 
Pollution. The proceedings of that conference should be 
in every office which deals with air pollution control. 

Public health officials and others interested in public 
health must assume the leadership in obtaining effective 
air pollution control. It is one of the things that must be 
done to maintain a healthful environment in the com- 
munity. Let us not only overcome the lag in our knowl- 
edge of atmospheric pollutants, but let us also keep the 
public constantly informed of our efforts and findings, 
and enlist public support and cooperation. 

It may be that if a good job is done, the reward may 
appear to be an avalanche of complaints. But you will 
have the satisfaction of knowing that you are helping 
to create a more healthful, more esthetic, and less costly 
environment for the people in your community. « 
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How Well Do We 


Communicate? 


What are the 


barriers? 


Leona Baumgartner, M.D. 


@ wuy IS HEALTH COMMUNICATION suddenly so impor- 
tant? The answer is that today we are dealing more 
and more with special situations, with an increasing load 
of research findings to translate into action, and kinds of 
care that won't work unless we do communicate. 


We are passing from medicine in which yeu do some- 
thing to the patient into medicine in which we must do 
things with the patient and in which the patient must do 
a lot more on his own. Today, of the ten leading causes 
of death, only one—diabetes—has what might be called 
a specific treatment, and even that one requires the daily 
cooperation of the patient. 


Professional health people are not communicating 


As our patterns of disease have changed, so has think- 
ing about communication. We used to think that if we 
gave the public enough facts, we were doing our job. We 
have since discovered that mere distribution of facts is 
not enough. We have loaded people with facts, and they 
either have not absorbed them or have ignored them. 
In any case, they haven't acted. So today we think beyond 
fact scattering. We want communication for action. And 
this is something we have a lot to learn about. 


There is plenty of evidence that we professional health 
people are not communicating. 


It is an established fact that cigarette smoking con- 
tributes to the occurrence of lung cancer. Yet millions of 
people go right on puffing. 

We know enough to cut into the frightful toll of acci- 
dents. We understand that automobile seat belts can save 
lives. But who uses them? 


Communication is filled with surprises—if you are re- 
ally observant, really curious about what is happening as 
you go about accustomed routines. In New York City, for 
example, we undertook an all-out drive to find cases of 
tuberculosis. We began in an area where we were quite 
sure incidence was high. We sent in X-ray trucks. 


We did what we thought ought to be done in such 
circumstances. We set up an organization in the area. 
We used the well-recognized tactics of a community or- 
ganizer. We got the church people, the local political 
leaders, the merchants, the women’s groups, to cooperate. 
We had people ring bells and distribute pamphlets. Then 
the trucks moved in. 


Then we learned to our surprise that it made almost 
no difference whether people had been told about TB 
or not. What was needed was a queue in front of the 
truck to indicate that something was going on, and some 
good, loud calypso music. Then the people would get 
their X-rays. 


Their point of view 


Obviously, the reason our first methods had little effect 
was that we hadn't done much to understand the particu- 
lar group of people we were dealing with. 
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One of the most important principles in communica- 
tion is that people relate to things they are familiar with 
and seem important to them, not to you. 

We of the health professions are so overpoweringly 
and impossibly middle class. We assume ‘that others 
think as we do and that things we consider important 
are also important to them. We talk to them in our lan- 
guage, and even if they speak English they don’t under- 
stand it. 

I think of a community within the District of Columbia 
where a magnificent housing development was built for 
people then living in crumbling slums. All manner of 
appeals were to get families to move from the slums 
to the development. There were pamphlets, folders, radio 
talks and so on. Nothing really worked. 

But finally a few families came to look at the new 
apartments. The modern buildings seemed strange and 
different from the homey old slums. But then one of the 
mothers turned on a faucet and let out a yell. It produced 
hot running water! How wonderful! She went back and 
told her friends and recruitment for the project soared. 

The nice, comfortable, middle-class people who put on 
that campaign never thought that running hot water was 
anything special. It wasn't—to them. 

I wonder how much we really try to put ourselves in 
the place of those we are dealing with. How many of us 
have ever spent more than an hour in a slum building? 
Or a day in a migrants’ camp? Or with a gang of teen- 
agers? Or in a nursing home? How many of us have 
studied a foreign language newspaper, or a foreign lan- 
guage neighborhood movie theater? Or watched the TV 
shows our prospective clients turn on? Don’t we too often 
assume they will react as we do, have the same ideas, 
mores, morals, laugh at the same jokes, have the same 
general ways of living? 


Other barriers 


Then we have the communications barrier of over- 
professionalism. You may call this agency-isolation, office- 
itis, or what you will. We spend much more time talking 
with each other than with those outside our immediate 
spheres. We spend day after day at our desks, where 
the problems are often the ones we create, instead of 
going outside to look at real problems. We get too busy 
to communicate, too deep in our own little worlds. 

Another barrier to health communication is that the 
public thinks health is normal, that everyone is entitled 
to it, and that sickness is abnormal. The fact of the mat- 
ter, of course, is that with our increasing proportion of 
older people, a substantial number of individuals will 
have some sickness problem most of the time. For in- 
stance, almost everyone over 65 has some arthritis. We 
can do much to keep people with chronic problems pro- 
ductive, but in many cases we cannot cure them. 


What can we do about it? 


What can we do about our communications problems? 
First. we can recognize their importance. Communication 


is just as much a part of medicine as qe We 
should be putting at least twice as much money and 
effort into communication research as we are now. We 
must recognize that new knowledge in communication 
can save lives just as surely as new knowledge in virol- 
ogy, cancer and tuberculosis. 


We must know our publics. The poor as well as the 
solvent. The Negro, the Japanese, the Puerto Rican, the 
Indian. If we do not really know them we will never 
really communicate with them. 


Recognize Competition 


We must recognize our competition. Everyone is trying 
to sell the public something. Every little pamphlet we 
put out is competing with dozens of fancy = ications. 
If we present statistics showing the relationship of smok- 
ing and cancer, we are fighting two-page ads in full 
color telling people to enjoy the refreshing flavor of a 
good cigarette. The tobacco merchants have more to 
spend than we have, and years of experience in selling 
to the public. 


We have competition from all sides. We plan a TV 
show, for example, and it is snowed under by a _ 
spectacular on another station, underwritten by hundreds 
of thousands of dollars and oozing with glamour. Too 
often we assume that our effort, whether it be a poster, 
a TV show, or a pamphlet, is operating by itself. Not so. 
We are fighting a barrage of quick shot artists, tired 
blood, fast, fast Fast relief, money-making schemes, cut- 
rate book offers, and bunkum and baloney, all of it 
extremely loud. 


We must take sharp aim and use sensible ammunition. 
Don't saturate a community if only eight aldermen are 
required for the action you want. Don’t put out anything 
until you have considered the merits of other methods. 
Never publish a pamphlet until you've considered 
whether the job might not be better handled by radio, 
by TV, by a series of meetings, by any other means, and 
certainly not until you are sure the pamphlets will reach 
their audience. Do not be mesmerized by the nice tangi- 
bleness of printed materials sitting in the office. 


There are really three ways of attacking health prob- 
lems. One is to do nothing. One is to order people about. 
We are trying to expand the third way, which allows for 
individual thought and action. We are trying to persuade 
and convince, and we know we must do better. « 


Leona Baumgartner, M.D., Commissioner of 
Health, City of New York, is a leading figure in 
health circles. She has been with the city depart- 
ment of health since 1937, and from 1949 to 
1956 she at the same time served the U. S. Chil- 
dren's Bureau as associate chief and consultant. 
t— Dr. Baumgartner is professor of clinical public 

RSS health and preventive medicine at Cornell Medi- 
> cal College, and visiting lecturer at the Harvard 

School of Public Health. 
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THE 
DOORS 
WE OPEN 


Dorothy Harding 


Grossmont High School Students carry presents 


children to “Gift Lift’ plane. 


for patients’ 


@ rE Bic Bus rolls down the drive- 
way toward the outside world beyond 
the gates of the mental hospital. The 
driver glances into the mirror and 
views the forty patients and their at- 
tendants. For some of these patients, 
it is a “first’"—a first excursion since. 
being committed. Some look about 
expectantly. Others just sit. The driver 
hopes it will be a happy day. 

When tuberculosis strikes it closes 
some doors to the active world. When 
mental illness comes, still other doors 
‘are closed. When both these hazards 
afflict one individual simultaneously, 
the world may seem bleak, indeed. 
And this is the story behind the mov- 
ing bus. 

About two years ago, the Tubercu- 
losis and Health Association of San 
Diego County became aware of its 
responsibility to the San Diego County 
patients who, because of mental ill- 


14 


Tour of zoo by bus opens avenues for patients. 


ness in addition to tuberculosis, were 
confined in Patton State Hospital— 
some 150 miles away. The Patient 
Services Committee of the association, 
working with the staff at Patton, in- 
stituted many projects to aid in re- 
habilitation. The Committee started 
with a Christmas toy project. In re- 
sponse to an appeal in the association’s 
newsletter, a number of individuals 
and high school students collected 800 
toys for patients from San Diego 
County to send back to their children. 
Last year, the assistant superintendent 
of the Chest Center at Patton flew his 
private plane to San Diego on “Opera- 
tion Gift Lift.” 

Today, other donations of books, 
magazines, daily home newspapers, 
games, puzzles, musical instruments, 
records, and craft supplies are sent to 
Patton regularly. These recreational 
items are most useful in the hospital’s 
rehabilitation program. For example, 
ping pong tables, two of which were 
donated, are very popular. One pa- 
tient debated whether or not to take 
a Christmas leave, since it was his 
ward's turn to have the table, and he 
didn’t want to miss the fun. 

Banks were solicited for a used 
typewriter. Three were donated. One 
patient, who had rejected therapy and 
had sat silently for months, became in- 


terested in redeveloping an old typ- 
ing skill. Soon she was helping type 
the ward bulletin, and she also began 
to accept needed therapy. 

But the most notable and perhaps 
the most therapeutic effort was the 
bus trip. 

What a day! Patients with inactive 
tuberculosis, but still confined to the 
mental institution, were given a day’s 
outing at the San Diego Zoo. Bus 
transportation was provided by the 
hospital. The zoo officials cooperated. 
The group was met, on arrival, by 
members of the tuberculosis assogia- 
tion’s board of directors and staff, and 
by members of the mental health as- 
sociation’s Friendship Club (ex-pa- 
tients of the hospital), all anxious to 
help. 

So much to see! So much to explore! 
Real animals to touch in the Chil- 
dren’s Zoo. Such fun at the seal show! 

Following a complete tour in the 
zoo bus with a zoo guide, the explor- 
ers sat down in the picnic area to en- 
joy the box lunches provided by the 
hospital. Even more enchanting was 
the opportunity to select and purchase 
(with quarters provided by the tuber- 
culosis association) one’s own bever- 
age and a candy bar. The snack stand 
did a thriving business, and conversa- 
tion increased accordingly. But at last 
the good-byes were said, and the pas- 
sengers boarded the home-bound bus. 

The bus rolls out to the highway. 
The driver glances into the mirror 
and views the forty patients and their 


‘ attendants. Some smile contentedly. 


Some watch the passing scene. That 
chap in the back seat—this morning he 
just sat. Now he comments to his 
seatmate. The driver settles down for 
the journey with a contented nod to 
himself, remembering that some of 
these patients hadn’t talked or smiled 
for months. 

Thus began a pilot effort which the 
hospital has since expanded to its 
other units. Frequent trips to the zoo 
and other interesting places in South- 
ern California are now commonplace 
events—opening doors which had long 
remained closed. « 


} DOROTHY HARDING is a member of the San Diego association's board of directors and former 
chairman of its Patient Services Committee. Miss Harding is director of personnel of the La Mesa- 
Spring Valley School District. She has been active with the San Diego association for five years. 
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> Dr. Henry I. Fineberg, of Queens, 
N. Y., a member of the NTA Board of 
Directors, has been selected chief ad- 
ministrative officer of the Medical 
Society of the State of New York. 
Dr. Fineberg is immediate past presi- 
dent of the State Society and is chair- 
man of the New York delegation to the 
AMA House of Delegates. 


> Mrs. Anne Krebs Howe is the new 
executive secretary of the Montgomery 
TB and Health Association, Mont- 
gomery, Ala. Mrs. Margaret Bear, 
formerly esa executive, is now 
devoting full time to the Alabama TB 
Association as director of its legisla- 
tive information service. 


> Bernard P. Victor recently joined 
NTA as assistant business manager. 
Mr. Victor was formerly printing buy- 
er and assistant sales promotion man- 
ager for Kirby, Block and Co., New 
York, N. Y., and prior to that time was 
printing buyer for two advertising 
agencies. 


> Francis T. Smith and Roger 
McClain have joined the Illinois TB 
Association as field consultant and 
consultant in program development, 
respectively. Mr. Smith received his 
A.B. in political science from Hope 
College in Holland, Mich., and earned 
his M.H.A. as an NTA fellowship stu- 
dent at Wayne State University in 
Detroit. Mr. McClain is a graduate of 
Southern Illinois University, Carbon- 
dale, Ill. 


> Martin M. Cummings, M.D., a 
former chairman of the ATS Commit- 
tee on Research, made a trip to Ghana 
this summer to explore the possibility 
of setting up collaborative medical 
research projects between the United 
States and the African nation. Dr. 
Cummings is chief of the Office of 
International Research of the National 
Institutes of Health. He was accom- 
panied by Kenneth M. Endicott, M.D., 
director of the National Cancer In- 
stitute. 


> Loraine Noll was awarded the 
NTA 50-year service pin at the Wis- 
consin Anti-TB Association’s annual 
meeting. Miss Nol — in private life, 
Mrs. Henry C. Stender—retired from 
full-time service on the WATA staff 
two years ago following 48 years of 
professional work, which included 
direction of the association’s Christmas 
Seal Campaign. 


_ » Joseph A. Papsidero has joined the 


staff of the Anti-TB League of Cleve- 
land in the newly created position of 
program director. Mr. Papsidero has 
had seven years of experience in pub- 
lic health work, including four years 
with the Montgomery County (Md. ) 
TB and Heart Association. 


> Dr. William Haviland Mérriss, 
former medical director and superin- 


tendent of the Gaylord Hospital and 
Sanatorium in Wallingford, Conn., 


-.and a leading national authority on 


the treatment of tuberculosis, died 
August 10 after a long illness. He was 
75 years old. A director and past vice- 
president of the NTA, Dr. Morriss was 
also a founding director and first presi- 
dent of the Connecticut Trudeau 
Society, and a president of the Con- 
necticut TB and Health Association. 


> Francis P. Mahoney has joined the 
Colorado TB Association as a field 
consultant. Mr. Mahoney received his 
B.S. in sociology from Le Moyne Uni- 
versity in Syracuse, and completed 
the Master’s program in health ad- 
ministration at Detroit's Wayne State 
University under an NTA fellowship. 


> Evelyn Van Natten has joined the 
Alameda County (Cal.) TB and 
Health Association as Christmas Seal 
Campaign director. Prior to her new 
appointment, Mrs. Van Natten was 
Christmas Seal Campaign director for 
the TB League of Pittsburgh, Pa. She 
was formerly with the NTA Christmas 
Seal Division. 


> Florence G. Williams, Helen Ab- 
bott, and Edith H. Thompson, all of 
whom had been with the TB Institute 
of Chicago and Cook County for 30 
years or more, retired recently from 
their respective positions of health 
education consultant, public health 


‘nurse, and Christmas Seal Campaign 


supervisor. In appreciation of their 
services, they were presented with 
medals by the Institute. 


> Godias J. Drolet, consulting statis- 
tician and author of numerous surveys 
and statistical monographs on tubercu- 
losis and public health 
problems, has been elected 
chairman of the Council of 
the TB and Health Associa- 
tions of Greater New York. 
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Mr. Drolet was _instru- 
mental in organizing the +8 
Queensboro TB and Health = 
Association and the New pi. 
York Diabetes Association me 
and is president of the wun 
Queensboro association. 
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